Objectives: To investigate the beliefs of South African metropolitan adults regarding the importance of influencing cardiovascular health by eating certain food types, and to compare these beliefs between different race, living standards, age and gender groups. Design: Randomised cross-sectional study. Trained fieldworkers administered questionnaires by conducting face-to-face interviews with consumers. Subjects: Two thousand South Africans (16 years and older) were randomly selected from metropolitan areas in South Africa. The data were weighted to be representative of the total South African metropolitan population (N 5 10 695 000) based on gender, age and race distribution. Results: The majority (94 %) of the population indicated that it is important to influence cardiovascular risk-related health issues by eating certain food types, especially the higher LSM (Living Standard Measure) groups within the different race groups. Weight loss was considered the least important (61 % indicated that it is important) compared with cholesterol lowering (80 %), blood pressure (89 %), diabetes (86 %) and healthy blood vessels (89 %). In the higher LSM groups (7-10) higher proportions of respondents agreed than in the lower LSM groups (2 and 3). No differences were seen in responses between different gender, race and age groups. Conclusions and recommendations: This study shows that the metropolitan South African adult population considers the influence on cardiovascular health by eating certain food types to be important. However, modifying weight loss by eating certain food types was considered less important.
The World Health Organization attributes one-third of all global deaths (15Á3 million) to coronary heart disease (1) . South Africa is a country with great diversity in race as well as economic status. The country has highly industrialised cities which follow a predominantly urban Western culture, as well as remote rural areas where many South Africans still follow traditional African lifestyles (2) . This diverse country has a high overall prevalence of cardiovascular disease (CVD), although it differs significantly between the various ethnic groups. CVD is the second leading cause of death (due to disease) in South Africa, at 16Á6 % (3) . It is still rare among rural blacks, although the prevalence may be on the rise among urban blacks (4) . Stroke is the most important non-communicable disease in females and ischaemic heart disease in males. Hypertensive heart disease is also a major cause of premature death in females (3) . Deaths from non-communicable disease increase from the age of 45 years in South African males and females (3) . Dietary interventions, together with other lifestyle changes, form an essential part of the prevention and treatment of CVD and CVD risk factors (5) . Numerous large, randomised, controlled clinical trials have proved the importance of diet in CVD (6) . South Africa has its own dietary guidelines for the prevention and management of dyslipidaemia (7) . In addition, the South African Food-Based Dietary Guidelines are aimed at helping South Africans choose an adequate and prudent diet in a positive, practical, affordable, sustainable and culturally acceptable way (8) . The Heart Foundation of Southern Africa was established in 1981 and is a community-based health organisation established to reduce the incidence of heart disease and stroke in the South African population by providing education and supporting research (9) . The Heart Foundation's Heart Mark symbol, for example, is an incentive for consumers to easily identify heart-healthy products, as these foods are lower in cholesterol, saturated fat, salt and added sugar, and higher in fibre (10) . Consumers' beliefs on the importance of the link between the foods they eat and CVD may influence their behaviour and health practice. Factors such as race, age, gender and socio-economic status may, furthermore, influence consumers' beliefs. According to Sargeant and West (11) , an attitude, in consumer behaviour terms, is a lasting, general evaluation of products and ideas. Attitudes are formed by personal usage or trust in the attitudes of other influential users, while beliefs may be formed without product experience (11) . A study of black South African university students showed that beliefs were more independent predictors of health behaviours than was risk awareness (12) . Studies have also shown that the perceived advantages of certain health behaviours are associated with actual practice of such behaviours (13) . For prevention programmes to be effective, it is important for health promotion advice to be culturally sensitive and relevant for the target population (14) . It is therefore important that the beliefs of specific target groups regarding food and health are taken into account when planning primary prevention programmes.
Functional foods are one of the major trends in the food industry in this new millennium (15) and they are believed to play a major role in maintaining health and preventing disease (16) . Consumers' beliefs about the importance of influencing health by eating certain food types may give important direction for the food industry when formulating new functional food products, especially regarding potential target groups.
The present investigation, the first of its kind in South Africa, aimed to investigate the beliefs of South African adults living in the metropolitan areas of the country about the importance of influencing cardiovascular health by eating certain food types. More specifically, differences in beliefs towards food and cardiovascular health between the different races, living standards, age and gender groups were investigated. Additionally, differences in living standards, gender and age were investigated within different ethnic groups. It was also determined how important the link between food and heart disease is believed to be compared with other highly prevalent diseases in South Africa such as HIV/ AIDS, the main cause of death (30 %), and cancer, the fourth major cause of death (7Á5 %) (3) . Finally, the study also aimed to determine whether this population looks for the Heart Foundation symbol on food products or not. This study forms part of a larger study which investigated South African consumers' opinions and perceptions on a number of food-and health-related topics.
Methods

Subjects
Two thousand South African individuals (16 years and older), randomly selected from metropolitan areas in South Africa, participated in this survey. The metropolitan areas were described as Gauteng, Pretoria, Durban/ Pietermaritzburg, Port Elizabeth/East London, Bloemfontein and Cape Town. It included squatters but excluded live-in domestic workers and hostel dwellers. Owing to incomplete data, three respondents' data were excluded from the analysis resulting in a total number of 1997 respondents. The random sample was weighted using cell weighing of the 1996 census data of Statistics South Africa, to reflect the projected adult metropolitan population based on gender, age and race distribution of the year 2000 (17) . This means that the respondents represent a total metropolitan population of 10 695 000. The study population was representative of both genders (5 423 000 men and 5 272 000 women) and major race groups (2 615 000 whites, 6 252 000 blacks, 1 255 000 coloureds (people of mixed ancestry) and 573 000 Indians) from different age and living standards groups.
Study design
A randomised cross-sectional study design was used. The market research company MARKINOR (Randburg, South Africa) was contracted to do the random selection and collection of the data. The sample was stratified by province and, within province, by community size, city, township and suburb. Within each stratum, sampling points were determined by systematic random selection, based on cumulative population figures per group. A starting point per sample point was randomly selected. A low integer point was randomly selected and the first interview took place at the house with the lowest number ending in the low integer. From this starting point every third household was chosen until a cluster of five was completed. When there was more than one household on a stand, one was randomly selected. Within a household all qualifying members were listed and the qualifying respondent determined by a random selection grid. All efforts were made to interview this person. If this proved impossible even after three calls, including weekend and evening calls or if the person refused to participate, someone of the same gender, age and working status living in the same street substituted the person.
Contracted trained fieldworkers with at least secondary school (12 years) education administered questionnaires by conducting face-to-face interviews in the homes, in the language of the respondent's choice (English, Afrikaans, Xhosa, Zulu, Tswana, North Sotho or South Sotho). The base language of the questionnaire was English. It was then translated from the base language by a translator whose native language was the one into which the questionnaire was being translated. Someone whose native language was English then translated this version back into English. In this way translation errors could be identified and corrected. A minimum of 20 % back-check on each interviewer's work, either by a personal visit or telephone call, was made by the team supervisor to ensure further reliability and validity of data.
The fieldworkers were also issued with 'show cards' to aid them in ensuring that the participants fully understood the question being asked. The show cards explained the scale for the way in which questions were to be answered, as well as complex or foreign terms. For example, the question about cholesterol levels was explained as 'Preventing excess fat in the blood, which may clog the blood vessels'. The question about heart disease was explained on the show card as 'Making sure that your heart is kept healthy and preventing heart attacks'.
Questionnaires
A multidisciplinary team consisting of marketers, dietitians, nutritionists and research specialists designed the questionnaires. Seventeen food-and health-related questionnaires (with a number of subsections) were developed. Demographic information such as race, gender, age and information to determine the Living Standard Measure (LSM) were collected. The South African Advertising Research Foundations' (SAARF) classification to group people according to their living standards using criteria such as degree of urbanisation and ownership of cars and major appliances was used. The SAARF LSM divides the population into 10 groups, from LSM group 1 at the bottom end to LSM group 10 at the top end (18) . There were no people in LSM group 1 living in the metropolitan areas.
Face validity was addressed by compiling the measuring instrument in such a way that it not only measured the topics under consideration as accurately as possible, but also appeared to be a relevant measure of the topics investigated (19) . The panel agreed on the adequacy of the questions investigating the food-and health-related topics applicable to this study which, according to Babbie and Mouton (20) , is an indication of the face validity of the questionnaire.
To meet the specific objectives of this part of the larger study, the following statements (questions) were selected from the original questionnaires.
If you could influence the following health issues by eating certain food types, indicate how important each health issue would be to you: 
. HIV/AIDS
Respondents were asked to rate how important each health issue would be to them on a 5-point Likert response scale: don't know 5 6; very important 5 5; important 5 4; neither important nor unimportant 5 3; unimportant 5 2; very unimportant 5 1. 'Don't know' was never offered as a possibility but was coded if the subjects indicated that they did not know.
The following question was included to test whether respondents were aware of the South African Heart Foundation symbol:
Indicate to what extent you agree or disagree with the following statement: I look for the Heart Foundation symbol
Respondents were asked to rate the above statement on how strongly they agreed with it on a 5-point Likert response scale: don't know 5 6; strongly agree 5 5; agree 5 4; neither agree nor disagree 5 3; disagree 5 2; strongly disagree 5 1.
Statistical analysis
The computer software package Statistica R Release 6 (Statsoft Inc., Tulsa, OK, USA) was used to perform the statistical analysis. The weighted data were used for all the statistical analyses to reflect the total metropolitan population. Subjects who answered 'don't know' to any of the statements were treated as missing values.
Cross-tabulations were carried out for the individual statements to calculate the frequencies of responses of the study population and the following subgroups: race, gender, age (,45 and $45 years) and LSM groups. The specific age groups were used because, according to Bradshaw et al. (3) , deaths from non-communicable diseases start increasing from the age of 45 years. Crosstabulations were used to describe the study population's demographic profile. Means and standard deviations (SD) of selected statements were calculated.
Construct validity is concerned with the meaning of the instrument (19) , and was investigated by performing item and factor analysis using principal components on the results of the seven statements (excluding HIV/AIDS and cancer) and using it as a scale for beliefs regarding food and CVD. All seven statements, except the one on weight loss, were included in the scale. The scale was named the 'CVD scale'. A few factors that together explain a substantial proportion of the variance and high communalities on each item (which were obtained for this study) are good indications of construct validity.
The percentage variation explained by the scale was 53Á1 %, indicating good validity. Another measure for reliability used in this study was the computing of Cronbach alpha coefficients and a value of 0Á81 was found, indicating excellent reliability (21) . One-way analysis of variance was performed to test for significant differences between mean responses of different race, gender age and LSM groups. In addition, within each race group, significant differences between mean responses of different gender, age and LSM groups were determined. In cases where there were more than two categories (race and LSM groups), post hoc comparisons were done to determine which means differed statistically significantly from each other by using the HSD test for unequal N. A small P value (,0Á05) is usually considered as statistically significant. However, statistical significance does not necessarily imply that the result is important in practice, especially when very large data sets are used. Ellis and Steyn (22) reported that statistical significance tests have a tendency to yield small P values as the size of the data sets increases. They state that the effect size is independent of sample size and is a measure of practical significance. In other words, it determines whether the effect is large enough to be important in practice. Because of this study's large sample size, randomly selected from the South African metropolitan population, only practical significance between means is reported.
Practical significance was calculated by using the standardised difference between the two means divided by the estimate for standard deviation. An effect size (d value) of ,0Á5 was considered as a small effect and d $ 0Á5 as a practical significant effect.
Results
The demographic profile of the total population is summarised in Table 1 . Most of the white population is classified as part of the higher LSM categories (9 and 10), and the black population as part of the lower LSM categories (3) (4) (5) (6) . Both coloured and Indian populations range mainly in between .
Although all the statistical analyses were performed on the 5-point Likert response scales, for practical reasons the results are reported as 'important' and 'unimportant', which were obtained by combining 'very important' with 'important' and 'unimportant' with 'very unimportant'. Likewise for the second scale, where the results are reported as 'agree' and 'disagree' obtained by combining respectively 'strongly agree' with 'agree' and 'strongly disagree' with 'disagree'. As discussed in the Methods section, only practical significant differences of statistically significant results are reported.
The percentage of subjects, stratified for gender, age, race and LSM group, who indicated that they considered the influence on cardiovascular health by eating certain food types as important are summarised in Table 2 . No practical significant differences (d , 0Á5) were seen between gender, race, age or LSM groups, except with regard to healthy blood vessels where coloured subjects considered it more important than white subjects. 
Un, unimportant; Im, important; Dis, disagree; Agr, agree; LSM, Living Standard Measure. a,b,c,d Percentages within a column with unlike superscript letters, within the different belief categories, were different from each other with a practical significance of d . 0Á5.
In general, the majority of the population found the link between food and cardiovascular risk-related health issues to be either important or very important. The statement with the highest average response for importance was 'Heart disease' (93Á5 %), the lowest being 'Weight loss' (61Á4 %). The statements of most importance to the Indian population were 'Heart disease' (98Á4 %) and 'Blood pressure' (95Á8 %), with 'Weight loss' (63Á7 %) being the least important of the risk factors. In the white population, 'Heart disease' (94Á3 %) was the most important and 'Weight loss' (60Á7 %) the least important. The black population reported 'Heart disease' (92Á4 %) and 'Blood pressure' (90Á1 %) to be the most important with 'Weight loss' (59Á2 %) the least important. 'Heart disease' (95Á2 %) and 'Healthy blood vessels' (95Á0 %) were the most important in the coloured population whereas 'Weight loss' (72Á8 %) was the least important. With regard to the 'Weight loss' statement, the coloured population had the highest percentage of people finding this important at 72Á8 % with the black population being the lowest at 59Á2 %.
Regarding the respondents' responses to 'Looking for the Heart Foundation symbol', only 34Á9 % of South Africans agreed with the statement while 45Á7 % disagreed with the statement. The highest percentage of respondents agreeing with the statement was found within the Indian population (46Á0 %) and the lowest among the black population (29Á4 %). Practical significance was found between the various LSM groups as illustrated in the last column of Table 2 . There were practical significant differences between LSM 2 and LSM 7, 8, 9 and 10, where in LSM 2 a much smaller percentage (18Á9 %) of the study population agreed with the statement compared with between 36Á1 and 46Á8 % in LSM groups 7 to 10. Similarly, a practically significant smaller percentage of respondents (23Á5 %) in LSM 3 agreed with the statement compared with LSM groups 8, 9 and 10. Thus, there was a greater tendency for the higher LSM groups to look for the Heart Foundation symbol than the lower LSM groups.
The means (SD) and practical significant differences in responses regarding the importance of influencing heart disease by eating certain food types between gender, age and LSM groups, within different race groups, are summarised in Table 3 .
Gender and age groups did not differ practically significantly within race groups. Practical significant differences were found only between LSM groups, in particular between the lower and higher LSM groups within all four race groups. In the white population group, LSM 3 (the lowest LSM group in this population) differed in terms of practical significance from all other LSM groups, with LSM 3 finding the statement most important. In contrast, the subsequent LSM group (LSM 5) differed with practical significance from LSM 6, 7, 8, 9 and 10, with LSM 5 finding the statement least important.
The same trend was seen in the coloured population: the lowest LSM group (LSM 3) found the statement most important and differed with practical significance from LSM groups 4, 5, 6, 7 and 10, while LSM 4, in contrast, found the statement least important and differed with practical significance from LSM groups 5, 6, 7, 8, 9 and 10. Furthermore, LSM 5 found the statement practically significantly less important compared with LSM 8 and 9.
In the black population LSM 9 found the statement most important and this group differed with practical significance from LSM groups 2-8, with LSM 8 finding the statement least important. In the same context as noted above, the higher LSM groups in the black population had the least number of respondents (0Á3 % and 2Á0 % in LSM groups 9 and 8 of the black population).
In the Indian population, the lowest LSM group was group 4 (containing 0Á7 % of the Indian population); this group found the statement least important and differed with practical significance from all the other LSM groups. The mean value in LSM group 5 (containing 5Á6 % of the Indian population) was also significantly lower compared with LSM groups 6, 7, 8 and 9. Thus, there was a trend in the Indian population for the lower LSM groups to find the statement less important than the higher LSM groups. When excluding the lowest LSM group in the coloured population the same trend could be seen. There was no obvious trend in the white and black populations.
Differences in beliefs regarding the link between food and cardiovascular health using the CVD scale (the scale is described under Statistical methods) between gender, age and LSM groups within the different race groups were also analysed. Similar results as in the above discussion of Table 3 were seen (data not shown). In the white population LSM 3 and 5 reported practically significantly lower responses compared with LSM 10. LSM 5 also reported practically significantly lower responses compared with LSM 7, 8 and 9. In the black population group, the highest LSM group was 9, which reported practically significantly higher values compared with all the other LSM groups (LSM 2-8). In the coloured population group, LSM 4 had practically significantly lower responses than LSM 3, 7, 8, 9 and 10. In the Indian population group LSM 4 had practically significantly lower responses compared with LSM groups 5, 6 and 10, and LSM 5 also had practically significantly lower responses compared with LSM groups 8 and 9. Thus, the results from the link between food and the CVD scale show a trend in all four race groups for the lower LSM groups to find the statement less important than the higher LSM groups. Figure 1 compares the beliefs regarding the importance of influencing coronary heart disease by eating certain food types with those for other prevalent diseases, namely HIV/AIDS and cancer. In the white population group the belief that heart disease (94Á3 %) and cancer (91Á0 %) can be influenced by eating certain food types were both considered very important, with heart disease being ranked slightly higher than cancer. The white population considered the influence of food on HIV/ AIDS less important than the other population groups. In the black and coloured populations, the results were very similar. The influence of eating certain food types on all three diseases were of great importance to them, with heart disease being ranked slightly higher than the other two diseases. The Indian population found the influence of food on heart disease (98Á4 %) and cancer (99Á0 %) both extremely important, with HIV/AIDS only at 81Á0 %.
Discussion
The present study aimed to investigate beliefs of South African adults, living in the metropolitan areas of the country, about the importance of influencing cardiovascular health by eating certain food types. More specifically, differences in beliefs towards food and cardiovascular health between the different races, living standards, age and gender groups were investigated. A randomised cross-sectional study design with questionnaires was used and the results were extrapolated to the total South African metropolitan adult population.
The majority of the study population (.80 %) of all races, age groups, gender and LSM groups considered the influence of eating certain food types on CVD and some of its risk factors (cholesterol, blood pressure, diabetes and healthy blood vessels) to be 'important' or 'very important'. Additionally, compared with other highly prevalent diseases in South Africa, such as HIV/AIDS and cancer, the belief that CVD can be influenced by eating certain food types ranked higher in terms of importance in the white and black population groups and equally important in the Indian and coloured population groups. This finding, combined with the fact that CVD is the second leading cause of death (due to disease) in South Africa at 16Á6 % (3) , should have a positive effect on motivation of individuals for participation in food programmes aimed at the prevention of CVD in this country.
In the Indian population the higher LSM groups found the link between food and heart disease more important than the lower LSM groups, whereas no clear trends could be seen in LSM groups in the white, black and coloured population groups. It should be noted that the lower LSM groups in white and coloured populations contained the lowest number of respondents (0Á2 %, 0Á0 % and 0Á8 % in LSM groups 3, 4 and 5, respectively, of the white population; 0Á5 % and 1Á1 % in LSM groups 3 and 4 of the coloured population). This may explain the inconsistent results. Results from the CVD scale showed a possible trend in all four race groups for lower LSM groups to consider the influence of food on cardiovascular health less important than the higher LSM groups. The availability of radios is widespread in LSM groups 2 and 3 (80 % and 92 %), television sets less so at only 30 % and 55 %, compared with LSM groups 9 and 10 with nearly 100 % having radios and television sets. These higher LSM groups also have high percentages owning personal computers (access to the Internet) and satellite television (17) . These groups therefore probably have a lot more exposure to health messages from various organisations. This is possibly one of the reasons why the higher LSM groups considered the statements to be more important. It can further be speculated that a higher income and perhaps a higher regard for the importance of health in the higher LSM groups may explain the differences in response. The age-standardised mortality rates per 100 000 population is 85 for black men, 66 for black women, 323 for white men, 187 for white women, 203 for coloured men, 169 for coloured women, 497 for Indian men and 346 for Indian women (23) . Our results also show that whites are over-represented in the upper LSM groups, leading us to speculate that the possible higher risk of CVD in the higher LSM groups could have influenced their beliefs regarding the importance of food on modifying cardiovascular health. It has been shown that risk to health is one of the factors that may influence consumers' responses to acceptance of functional foods (24) . Of the five known risk factors for CVD included in the statements, weight loss and its link to food were believed to be of least importance. Sixty-one per cent of the study population believed that it is important, 21 % believed that it is unimportant and 18 % were undecided whether it is important or not that weight loss can be influenced by eating certain food types; these percentages translating respectively into 6Á5 million, 2Á2 million and 1Á9 million persons in the total population. The response to this statement could have been influenced by the observation, previously made in the literature, that in the black African section of our population there is no social pressure to lose excess weight, especially in the rural areas (25, 26) . Obesity is, however, a well-established cause of diabetes mellitus, hypertension and lipid abnormalities (27) . In a review of published data on mortality from and risk factors of CVD in South Africans, Vorster (2) reported that the prevalence of obesity in black women was higher than in other groups of women, while white men showed the highest prevalence among the male groups. In the THUSA study, a cross-sectional study on the black population of the North West Province of South Africa, obesity was the most important factor associated with elevated total serum cholesterol and low-density lipoprotein cholesterol concentrations during urbanisation (28) . In addition, among the women in the THUSA study a high rate of obesity was reported that was associated with an increased risk for non-communicable disease (29) . The large number of South African metropolitan adults (21 %; 2Á2 million) who consider the influence of eating certain food types on weight loss as unimportant is of concern.
Functional foods that are developed for the prevention and treatment of cardiovascular health would perhaps be more successful if targeted at the higher LSM groups and less successful when aimed at weight loss. It is, however, important to take into account that acceptance of functional foods is not only influenced by health beliefs but also by factors such as price, palatability, cultural acceptability and risk of disease (24) . From the observation that the majority of South Africans consider the link between food and CVD to be important, it could be expected that existing programmes in South Africa which promote foods that are good for heart health would be known and used. However, only 35 % of metropolitan South African adults studied agreed with the statement that they look for the Heart Foundation symbol, 46 % disagreed and 19 % were undecided (corresponding to 3Á7 million, 4Á9 million and 2Á0 million, respectively, in the total population). The respondents in the lower LSM groups (1 and 2) as well as the black population group agreed the least with the statement that they looked for the Heart Foundation symbol. Although many of the foods that carry the Heart Foundation symbol are staples such as maize meal, oil and beans, it is possible that lower educational status and lower exposure to heart disease could explain why few respondents from the lower LSM groups ever look for the Heart Foundation symbol.
A similar question regarding a 'cancer symbol' was included in the questionnaire that could serve as validation for the question regarding the Heart Foundation symbol. At the time the questionnaire was administered, there was no 'cancer symbol' on South African products. Twenty-nine per cent of the respondents stated that they look for the Cancer Association symbol. This might be an indication that the respondents did not understand the statement fully or were not being completely honest with their answers. It could, however, also be argued that these statements gave an indication of whether respondents look for any type of 'health symbol'. The data may, therefore, still indicate concern regarding the effectiveness of using 'health symbols', and this needs to be investigated further.
This study has limitations in that all the conclusions made are based on just a few statements about peoples' beliefs. The conclusions are not based on any type of indepth data on this specific topic, such as a group of questions to assess the attitude and other possible related factors such as knowledge and social influence. There is, therefore, a need for additional research, especially into the knowledge and attitudes of the lower socio-economic groups, to be able to develop effective prevention programmes.
In conclusion, CVD is an important cause of morbidity and mortality in South Africa and nutrition plays an important role in its prevention and treatment. This study shows that the metropolitan South African adult population considers the influence on CVD of eating certain food types as important. When compared with HIV/AIDS and cancer, heart disease was considered just as important and by some race groups more important. No differences between beliefs of different gender, race and age groups were seen. There was a tendency for the higher LSM groups within all four race groups to have a stronger belief in the importance of the link between food and CVD than the lower LSM groups. Nutritional education, therefore, needs to be aimed at both genders and all ages of the lower socio-economic groups of South Africa.
Obesity has been proved a major risk factor for CVD. However, modifying weight loss by eating certain food types was considered less important to participants of this study compared with other risk factors for CVD, despite its high prevalence in South Africa. The South African metropolitan population needs to be made aware of the role of nutrition in weight loss.
The Heart Foundation makes use of the Heart Mark symbol to endorse foods that are suitable as part of the Heart Foundation eating plan. Awareness of the symbol seems to be mainly among the higher LSM groups, which might limit its public health impact in the broader South African population. The possible reasons why such a large percentage of the South African metropolitan adults do not look for the symbol or are undecided about it need to be investigated and addressed.
This study shows that this population considers CVD an important issue and some risk factors are considered more important than others. Prevention programmes promoting a healthy lifestyle, which would address the risk factors associated with CVD, should be received with a positive attitude. This will only be effective if the programmes are aimed at specific LSM groups, through the media they use, addressing products and behaviours they are familiar with.
